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Progress in Chronic Disease Prevention 





Survey of Chronic Disease Activities in 
State and Territorial Health Agencies 


In February 1987, the Association of State and Territorial Health Officials (ASTHO) 
conducted a survey to gather information on current chronic disease activities in state 
and territorial health agencies. Ninety-five percent (52) of the 55 member agencies 
responded. 

Forty-nine state and territorial agencies reported having a formal, written health 
plan. The chronic disease portion of 40 of these plans cite prevention and control 
activities specifically. The activities most frequently targeted hypertension, followed 


by heart disease and cancer (Table 1). Fourteen states reported having a cancer 
control plan separate from the state health plan. 

Most states have a unit that administers chronic disease activities. Within such 
units, the disease most frequently addressed was cancer, with hypertension, 


TABLE 1. Chronic disease activities cited in state and territorial health plans — 
United States, 1987 





Number of health 
Activity plans in which cited 
Hypertension 
Heart Disease 
Cancer 
Smoking Cessation/Prevention 
Dietary Modification 
Alcoholism Prevention 
Stroke 
Diabetes 
Chronic Obstructive Pulmonary Disease 
Arthritis 
Liver Disease and Cirrhosis 
Osteoporosis 
Other 
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diabetes, and heart disease following in close order (Table 2). The survey also 
investigated the degree of collaboration between state and territorial health agencies 
and voluntary associations. Forty-one health agencies communicate formally or 
informally with the American Cancer Society; 36, with the American Heart Associa- 
tion; 33, with the American Diabetes Association; and 25, with the Juvenile Diabetes 
Foundation. Three agencies have initiated joint projects with the American Cancer 
Society; eight, with the American Heart Association; ten, with the American Diabetes 
Association; and two, with the Juvenile Diabetes Foundation. 

Risk-reduction activities occur in most states and territories. Forty-four respon- 
dents reported sponsoring diet-modification activities; 33 have smoking cessation 
programs; and 27 promote alcohol-abuse prevention programs. Twenty-eight re- 
spondents sponsor exercise programs, and 27 sponsor stress reduction activities. All 
52 respondents indicated that cigarettes are taxed above the federal excise tax. Taxes 
range from 2 to 38 cents per pack, with the majority of states taxing within a range of 
15 to 25 cents per pack (Figure 1). 


TABLE 2. Disease areas addressed by state and territorial chronic disease units — 
United States, 1987 





Number of units 
Area in which addressed 
Cancer 


Hypertension 

Diabetes 

Heart Disease 

Stroke 

Osteoporosis 

Alzheimer’s Disease 

Arthritis 

Chronic Obstructive Pulmonary Disease 
Liver Disease and Cirrhosis 

Other 








FIGURE 1. Cigarette tax per 20-count pack, by state — Association of State and 
Territorial Health Officials Survey, 1987 
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Chronic Disease Activities — Continued 


In order to determine which data sources are most useful to state and territorial 
agencies, the survey included questions about their availability and frequency of use. 
Agencies indicated that hospital discharge data, mortality statistics, cancer registry 
data, and population-based survey data are frequently utilized (Table 3). Where 
private insurance or workmen’s compensation data are available, fewer than half the 
states and territories use these sources. 

Screening programs are available in over half the states and territories surveyed 
(Table 4). Hypertension screening is the program most frequently cited, followed by 
screening for cervical cancer and breast cancer. Twenty-four of the states with 
hypertension screening programs perform cholesterol screening as well. Nine of the 
states with cervical cancer screening programs have cytology laboratories that read 
Papanicolaou smears. Twenty-five states require licensing for cytology laboratories. 
Mammography is performed in nine of the states and territories with breast cancer 
screening programs, and breast palpation is performed in 28 of them. Thirty-seven 
health agencies provide education for breast self-examination. Many of these pro- 
grams are conducted in conjunction with other agencies. 


TABLE 3. Data sources available to state and territorial health agencies, by availabil- 
ity and usage — United States, 1987 





Number of agencies in which 

Source Available Used 
Mortality Statistics 52 51 
Cancer Registry 39 36 
Hospital Discharge, Population-Based 38 31 
Survey Data 37 

Special Surveillance Studies 34 

Medicaid Reimbursement Data 33 

Workmen’s Compensation 19 

Chronic Disease Registries 15 

Private Insurance Data 14 

Other 7 











TABLE 4. Screening activities rerformed by state and territorial health agencies — 
United States, 1987 





Number of agencies 

Area performing screening 
Hypertension/Heart 42 
Cervical Cancer 33 
30 
25 





Breast Cancer 

Diabetes 

Glaucoma 23 
Colon Cancer 19 
Oral Cancer 12 
Testicular Cancer 9 
Skin Cancer 7 
Other 6 
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The needs most frequently mentioned in the comments section of the question- 
naire were for a mechanism to exchange information among states; for additional 
funding for chronic disease control programs; for assistance in collecting and 
analyzing morbidity and mortality data; for national leadership in developing model 
programs and screening standards and in training staff; and for assistance in efforts 
to develop legislation related to chronic disease. 


Reported by the Association of State and Territorial Health Officials; Div of Chronic Disease 
Control, Center for Environmental Health and Injury Control, CDC. 


Editorial Note: This survey represents an initial attempt to determine the extent of 
chronic disease activities in state and territorial public health agencies. The results 
suggest that the majority of states and territories have begun to establish a structure 
for the development and delivery of chronic disease programs. To better understand 
the leve! of effort and comparability of program activity, ASTHO will continue 
monitoring state and territorial activity. 


Topics in Minority Health 





Tuberculosis Among Hispanics — United States, 1985 


In 1985, 22,201 tuberculosis cases were reported to CDC, for a rate of 9.3/100,000 
U.S. population (7). Fourteen percent (3,134) of the 22,067 patients with known 
ethnicity were Hispanic. Ninety-seven percent (3,032) of these Hispanics were white. 
The rate among Hispanics was 18.1/100,000, which is 4 times the rate of 4.5/100,000 
for the non-Hispanic white population. 

Tuberculosis cases among Hispanics were reported from 11% (337) of the nation’s 
3,138 counties (Figure 1). California reported 40% (1,239) of the cases among 
Hispanics; Texas, 23% (731); New York, 13% (394); and all other states combined, 
25% (770). 


FIGURE 1. Counties reporting tuberculosis among Hispanics — United States, 1985 
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Tuberculosis — Continued 


Thirty-four percent (1,064) of the 3,134 Hispanic patients were born in the United 
States, including 5% (168) from Puerto Rico. Forty-two percent (1,306) were foreign- 
born. There was no information on place of birth for 24% (764). Country of origin was 
known for 1,284 of the foreign-born patients. Of these, 62% (799) were from Mexico; 
6% (81) were from Cuba; 5% (70) were from El Salvador; and 26% (334) were from 29 
other countries. Twenty-three percent (219) of the 944 fore'gn-born patients with 
known year of arrival developed tuberculosis within their first year of residence in the 
United States; 11% developed it within their second year of residence. 

Forty-eight percent (1,503) of the 3,132 patients with known age were <35 years of 

age, and 11% (350) were <15 years. Foreign-born patients were even younger. Of 
these, 57% (535) were <35 years of age when tuberculosis was reported, and an 
additional 17% (157) were <35 years of age when they arrived in the United States. 
Reported by: Div of Tuberculosis Control, Center for Prevention Svcs, CDC. 
Editorial Note: All states are currently submitting information on the ethnicity of 
tuberculosis patients. The difficulty of accurately estimating population sizes within 
this group between censuses makes it impossible, however, to reliably determine 
rates of tuberculosis among Hispanics by geographic area. However, a large propor- 
tion of Hispanics live in California, Texas, and New York, and three-quarters of the 
tuberculosis cases among Hispanics were reported from these areas. 

Hispanics, 17.3 million of whom resided in the United States in 1985, are the 
second largest minority in the United States (2). They are also the youngest minority 
population in the United States (2 ). Similarly, Hispanics reported to have tuberculosis 
in 1985 were younger than tuberculosis patients among other minorities (3-5 ). They 
were considerably younger than non-Hispanic whites with tuberculosis (6). Almost 
half were younger than 35 years of age. 

Foreign-born Hispanics accounted for 40% of all Hispanic tuberculosis patients and 
were younger than Hispanic tuberculosis patients born in the United States. Three- 
quarters of foreign-born Hispanic patients were younger than 35 years of age when 
they arrived in the United States. Furthermore, over 30% of these patients developed 
tuberculosis within their first 2 years of residence in the United States. 

These data indicate that a large proportion of tuberculosis among Hispanics is 
potentially preventable. Preventive chemotherapy should be offered to infected 
persons according to current guidelines (7). 


References 
1. CDC. Tuberculosis— United States, 1985. MMWR 1986;35:699-703. 
2. Spencer G. Projections of the Hispanic population: 1983 to 2080. Washington, DC: Bureau of 
the Census, 1986. (Current Population Reports; series P-25, no. 995). 
. CDC. Tuberculosis in blacks— United States. MMWR 1987;36:212-4,219-20. 
. CDC. Tuberculosis among Asians/Pacific islanders. MMWR 1987;36:331-4. 
. CDC. Tuberculosis among American Indians and Alaskan Natives—United States, 1985. 
MMWR 1987;36:493-5. 
. CDC. Tuberculosis in Minorities— United States. MMWR 1987;36:77-80. 
. American Thoracic Society, CDC. Treatment of tuberculosis and tuberculosis infection in 
adults and children. Am Rev Respir Dis 1986;134:355-63. 
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Enterovirus Surveillance — United States, 1987 


Since 1970, CDC has requested reports on enterovirus serotypes isolated by state 
health department laboratories. These reports are submitted to CDC on a monthly 
basis approximately 6 to 8 weeks after a specimen is submitted to the state virology 
laboratory. Since 1985, reports from early in the enterovirus season (March-May) 
have been tabulated and used to predict the types likely to be commonly isolated 
during the peak of the season (usually July-October). 

This year, CDC has received reports of 47 nonpolio enterovirus (NPEV) isolates 
identified by state virology laboratories from March through May. Echovirus 11 was 
isolated most frequently (nine isolates), followed by echovirus 6 (eight isolates), 


(Continued on page 575) 





TABLE |. Summary — cases specified notifiable diseases, Jnited States 





a Week vs Cumulative, 34th Week Ending 


Disease Median | August 29, | August 23,/ Median 
1982-1986 1987 1986 1982-1986 
Acquired immunodeficiency Syndrome (AIDS) 12,301 . N 
Aseptic meningitis 6,239 
Encephalitis: Primary (arthropod-borne 
& unspec) 
Post-infectious 
Gonorrhea: Civilian 
Military 
Hepatitis: Type a 
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TABLE ll. Notifiable diseases of low frequency, United States 





Cum. 1987 


Anthrax - Leptospirosis 

Botulism: Foodborne (Calif. 4) 
infant (Oreg. 1) Poliomyelitis, Paralytic 
Othe: - Psittacosis 


ir (Ohio 1; Calif. 1) 
Brucellosis (Tex. 1) Rabies, human 
Cholera Tetanus (Wash. 1; Calif. 2) 
Congenital rubella syndrome Trichinosis (Oreg. 1; Calif. 1) 
Congenital syphilis, ages < 1 year - Typhus fever, flea-borne (endemic, murine) 
Diphtheria (Calif. 1) 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
August 29, 1987 and August 23, 1986 (34th Week) 
Encephalitis . Hepatitis (Viral), by type 


Aseptic 
Menin- Post-in- 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 29, 1987 and August 23, 1986 (34th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 29, 1987 and August 23, 1986 (34th Week) 
(Civilian) Toxic- 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
August 29, 1987 (34th Week) 


All Causes, By Age (Years) All Causes, By Age (Years) 
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*Mortality data in this table are voluntarily reported from 121 cities in the United states, most of which have pegristone of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
**Pn ia and infil . 

tBecause of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. 
Complete counts will be avai in 4 to 6 weeks. 

ttTotal includes unknown ages. 

$Date not available. Figures are estimates based on average of past 4 weeks. 








Vol. 36 / No. 34 MMWR 575 


Enterovirus — Continued 


coxsackieviruses B4 and AQ (five each), and coxsackievirus B3 and echoviruses 9 and 
14 (three each). In 1986, the six most common NPEV isolates were echovirus 11 (184 
of the 1,192 isolates), echovirus 4 (162), echovirus 7 (155), echovirus 18 (98), 
coxsackieviruses B4 and B5 (92 each). These six NPEV types represented 66% of the 
total enterovirus isolates reported for 1986. 

Reported by: State Virology Laboratory Directors. Respiratory and Enterovirus Br, Div of Viral 
Diseases, Center for Infectious Diseases, CDC. 

Editorial Note: A retrospective study of CDC’s NPEV surveillance data shows that 
isolates from March through May predict the types likely to be isolated frorn July 
through December, which includes the peak enterovirus season (7 ). In the past, the 
six most common isolates from March through May have accounted for an average 
of 59% of the isolates from July through December. In 1986, they accounted for 52% 
of the isolates from July through December. The reports of early 1987 isolates 
suggest that echoviruses 6, 9, 11, and 14 and coxsackieviruses A9, B3, and B4 are 
likely to be common NPEV isolates this year. Six of the top seven isolates reported 
from March through May this year and all of the top six isolates reported in 1986 were 
among the top 15 most frequently isolated NPEVs for the period 1970-1983 (17 ). 
Reference 


1. Strikas RA, Anderson LJ, Parker RA. Temporal and geographic patterns of isolates of 
nonpolio enterovirus in the United States, 1970-1983. J Infect Dis 1986;153:346-51. 


Perspectives in Disease Prevention and Health Promotion 





Community Oral Health Surveillance — Columbus, Ohio 


During 1986, the Columbus Health Department in Columbus, Ohio, conducted a 
survey to collect data on the oral health status of local schoolchildren. Their purpose 
was to gather information for program planning. The survey was designed using the 
World Health Organization's Pathfinder methodology (17). A sample of students from 
two cohorts (grades one and two and grades six and seven) were given oral 
examinations. Examination sites were randomly selected from among public schools, 
which were stratified according to the percentage of children eligible for free and 
reduced cost meals. Each student’s dental status was assessed using the Decayed, 
Missing, and Filled Surface Index for permanent teeth (2,3 ) and the decayed and filled 
surface index for primary teeth (3,4 ). Portable dental chairs and lights were used in 
the examinations, and the findings were entered directly into a data management 
system. 

Data from the survey were tabulated according to the percentage of children with 
dental caries experience and untreated caries, the various degrees of urgency of need 
for dental treatment, and the presence of pit and fissure sealants. Caries experience 
in the permanent dentition was classified according to the types of teeth and tooth 
surfaces affected. 

Sixty percent of the 640 children examined had either decayed, missing, or filled 
teeth (Table 1). Approximately 30% of the children examined had an obvious need for 
dental treatment, generally for untreated carious lesions. One-third of these had large 
lesions requiring early treatment, and 1% had pain or infection requiring immediate 
care. The remaining two-thirds of the children with obvious treatment needs had 
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small carious lesions or needed professional cleanings. Approximately 90% of the 
children with untreated caries had lesions in up to three teeth. 

The caries experience in permanent teeth was evaluated to determine the appro- 
priateness of a pit and fissure dental sealant program. Forty-four percent of the 
children examined had decayed, missing, or filled permanent teeth. Most caries 
experience in permanent teeth was on surfaces with pits and fissures rather than on 
smooth tooth surfaces. Eighty-seven percent of carious permanent tooth surfaces had 
pit or fissure lesions, while only 4% of children had preventive pit and fissure sealants 
on one or more teeth. First and second permanent molar teeth accounted for 94% of 
caries (Table 2). Furthermore, 91% of carious lesions on permanent molars were 
found on surfaces with pits and fissures (Table 3). Twenty-six percent of first and 
second graders had decayed, missing, or filled first permanent molar teeth, while 62% 
of sixth and seventh graders had similar experience. 

Reported by: M Siegal, DDS, MPH, Columbus Health Dept, R Kuthy, DDS, MPH, Ohio State Univ 
College of Dentistry, B Martin, RDH, MS, Ohio Dept of Health. S Ekiund, DDS, DrPH, Univ of 
Michigan School of Public Health. Dental Disease Prevention Activity, Office of the Director, 
Center for Prevention Svcs, CDC. 

Editorial Note: Local oral health status data are important for the proper planning 
and evaluation of local dental programs. National oral health surveys (5-7) provide 
useful information on trends in the prevalence and distribution of oral diseases. Their 
sampling methodologies, however, do not permit extrapolation of their findings to 
specific communities. By thoughtfully selecting purposive samples, local dental 
programs can collect community-specific data in a timely fashion with limited 
resources. The cluster sampling technique used in the Columbus survey provided 
data that were sufficiently precise for planning purposes. Since school programs 
would be targeted by grade level, grade level rather than age was chosen as a basis 
for cohort selection. 


TABLE 1. Oral health status of surveyed schoolchildren, by grade level — Columbus, 
Ohio, 1986 





Grades 


Oral Health 12,647 
indicators (n =640) 


Caries Experience 
None 40% 
1-3 Teeth 34% 
24 Teeth 26% 
Untreated Caries 
None 
1-3 Teeth 
24 Teeth 
Need for Dental Care 
No Obvious Need 
Nonurgent 


Early 
Immediate 














Vol. 36 / No. 34 
Oral Health — Continued 


The Columbus survey of schoolchildren demonstrated that dental caries in 
permanent teeth were concentrated on the molar tooth surfaces that have pits and 
fissures. It also revealed that few children were protected by sealants, which have 
been demonstrated to be an effective means of preventing such carious lesions (8 ). 
Columbus has had optimally fluoridated water since 1973. It is, therefore, not 
surprising that only a small percentage of carious lesions were found on smooth 
surfaces. 

The data from the survey were reported to the local board of health and shared 
with the local dental society and the media. They were also incorporated into several 
grant proposals that resulted in the implementation of a school-based sealant 
program in the Columbus public schools. Some of the findings of the survey were 
used in planning the sealant program and were incorporated into the long-range 
plans of the city’s dental program. The data will serve as a baseline for evaluation of 
the school-based sealant program and other efforts of the dental community to 
increase the use of pit and fissure sealants. Future oral health surveys are planned at 
3- to 5-year intervals. 


TABLE 2. Distribution of decayed or filled permanent teeth among surveved school- 
children, by type of tooth and grade level of student — Columbus, Ohio, 1986 


Grades 
1&2 6&7 1,2,6,47 
(n =339) (n =301) (n =640) 
Total Number 162 600 762 
First Molars (%) (98) (77) (82) 
Second Molars (%) (<1) (15) (12) 
Bicuspids (%) (<1) (6) (4) 
Other Teeth (%) (1) (2) (2) 














*Missing teeth are not included. Of the 12 missing teeth found among sixth and seventh graders, 
seven were first molars, one was a bicuspid, and four were other teeth. No missing teeth were 
found among first and second grade students. 


TABLE 3. Distribution of decayed and filled permanent molar tooth surfaces among 
surveyed schoolchildren, by tooth surface and grade level of student — Columbus, 
Ohio, 1986 





Grades 


1&2 6&7 12,647 
(n =339) (n =301) (n = 640) 
Total Number 232 891 1,123 








Buccal of Mandibular (%) (19) (18) (18) 
Palatal of Maxillary (%) (13) (16) (15) 
Occlusal (%) (58) (57) (58) 
Smooth Surfaces (%) (10) (9) (9) 





*Missing teeth are not included. Seven of the 12 missing permanent teeth found among sixth 
and seventh graders were first molars. No permanent molars were found missing among first 
and second grade students. 
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Errata: Vol. 36, Nos. 29 and 33 


p. 489 The second sentence in the first paragraph on page 489 should have read, 
"Three of them were female.” 


p. 552 In the figure accompanying the article entitled "Imported and Indigenous 
Dengue Fever — United States, 1986”, Zone 1 of the breeding season for the 


mosquito Aedes Aegypti was misrepresented. The figure should have 
appeared as follows: 


FIGURE 1. Number of confirmed cases of dengue, by state, and distribution of Aedes 
aegypti and Aedes albopictus — United States, 1986 











BREEDING SEASON OF AEDES AEGYPTI 
@ Zone 1 YEAR AROUND 
EY ZONE If MID-JANUARY THROUGH MID-DECEMBER 
ED ZONE IL MID- MARCH THROUGH MID- NOVEMBER 





GE REPRESENTS COUNTIES INFESTED WITH AEDES ALSOPICTUS 











FIGURE |. Reported measles cases — United States, weeks 30-33 











23 CASES REPORTED C—) NO REPORTED CASES 
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